INTRODUCTION
Type 2 diabetes is a significant and growing problem in the United States. An estimated 23.8 million Americans had diabetes in 2007, and the prevalence is growing. 1 There will be an estimated three-fold increase in diabetes prevalence by 2050. 2 Low-income populations have a higher prevalence of diabetes than higher income populations. [3] [4] [5] Attainment of optimal glycemic control, as assessed by hemoglobin A1c (A1c)
values, is established to prevent microvascular complications of diabetes. 6, 7 Optimal glycemic control may contribute toward a reduction in macrovascular complications, although pharmacologic-based interventions to aggressively normalize glycemia have not been identified to have a macrovascular benefit. [8] [9] [10] Achievement of blood pressure, lipid, and weight goals is associated with reduced vascular endpoints, especially in patients with type 2 diabetes. [11] [12] [13] Individualized medical nutrition therapy is a component of the optimal care for all patients with type 2 diabetes. 13 Failure to implement such strategies will increase pharmacologic requirements or result in suboptimal glycemic control. Savoca and colleagues reported that food habits accounted for 51.5% of the total variance in A1c values in a diabetic population comprised predominantly of low-income African
American and Caucasian patients. 14 Intuitively, patients who adhere to dietary recommendations can expect larger reductions in A1c (up to 1%) than patients who do not. 15 However, health professionals and patients note adherence to diet is a significant problem in diabetes management. 16, 17 For example, in a sample of 334 patients at high cardiovascular risk, 63.5% did not adhere to any diet regimen. 18 Patients with less apparent barriers tend to adhere to diet and lifestyle modifications more frequently. 19 Identification of barriers to appropriate eating is a key step in assessment of diabetic patients.
Dietary barriers in diabetic patients have been identified in the literature, primarily through focus group sessions. Barriers often vary based on demographics as well as among patients with the same demographic background. 20 In focus group sessions of predominantly African American or Caucasian populations, the following barriers were commonly identified:
perceived cost of healthy eating, small portion sizes, family support issues, and lifestyle issues. 16 However, in a focus group of a predominantly Caucasian, rural population, different barriers were identified. 17 These included: lack of knowledge of a specific diet plan, lack of understanding of their plan of care, and feelings of helplessness/frustration from poor glycemic control despite adherence. 
Survey Administration
Medical records were screened prior to the clinic visit to identify patients meeting inclusion criteria. Consenting participants were asked to complete the survey either before or after their clinic appointment. Study staff were available to assist the patients in survey completion.
Statistical Analysis
Descriptive statistics were performed on all 
RESULTS

Demographics
Ninety-eight patients completed at least 50% GED=general educational development.
Food Selection Subscale
Subjects were asked to report the individual importance of taste, carbohydrate content, fat content, protein content, cooking time, and
cost when choosing what food to eat ( Table 2 ).
The highest mean scores were for taste (3.97) and cost (3.94). For these categories nearly 70%
reported the items as being very or extremely important when choosing food. Fat content had the lowest mean (3.36) and the lowest percent answering as very or extremely important (45%).
Importance Subscale
When subjects were asked to rate the importance of 10 problems they may face, 66.32% of patients rated the problem of diabetes as either very important or extremely important (Table   3 ). Health problems besides diabetes had both the highest mean score and the greatest percentage of patients reporting it as either very or extremely important. Other problems with greater than 50% responding as very or extremely important included: difficulty paying for food, other money problems, problems with medication side effects, family stress, and emotional difficulties.
Barrier Subscale
There were four barriers to appropriate eating in which 50% or more of the subjects agreed or strongly agreed ( 
P=0.044).
Responses of agreement or strong agreement to the preference to risk complications rather than give up the food they want to eat were Additionally nonresponse bias could also affect these results. Therefore, the ability to generalize these results to a larger population of diabetic patients could possibly be affected.
However, the effect of these limitations is offset, somewhat, by the relatively large differences 
